evacuated from it, was quite out of proportion to the seriousness of the operation pain. He asked himself whether the danger of the antesthetic was at all worth the risk, the operation being of the most trifling character. The next case which required this operation at the hospital was of a very similar character, except that it was more advisable to make the incision in the side of the neck. The surgeon asked him to give an ancesthetic, but afterwards agreed with his recommendation that no ancesthetic should be given, the whole operation being over in about three seconds. He (Mr. Gardner) kept the mouth open and arranged for the discharge of the fluid, if it should burst into the mouth, in such a manner that it would not interfere with the patient's breathing. A mere prick was made in the side of the neck, and the operation was effected. It was not worth while in operations of such a trifling nature to risk the bursting of the abscess into the upper air-passages in anaesthesia. He had quite decided not to give an ancesthetic in such cases in future.
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Dr. PROBYN-WILLIAMS congratulated Mr. Gill upon the prompt measures by which he had saved the life of the patient in each instance. But he thought that in the first case the child might have been placed head downwards before the incision into the abscess was made.
Mr. GILL, in reply, said that when he had to deal with the first of the two cases, he was in the unhappy position of having to do as he was directed. Nevertheless, the remark made by Mr. Bellamy Gardner was much to the point, and would apply to those cases which could be attacked from the side. But in a very young child, where accuracy in operation was a necessity and quietude of the patient essential, there was difficulty in operating while the patient remained conscious. Dr. Probyn-Williams's suggestion also was excellent, and could have been carried out in this case-namely, having rendered the patient quiet, to incline him so that the head and shoulders were low, and perform the operation in the inverted position. But there were some difficulties in this particular case. Both the surgeon and himself were called somewhat suddenly, and it was very difficult to make a diagnosis. If nine people had examined the case as it was examined just previously to the cut being made, perhaps five of them would have said that the mass was solid.
Note on a Case of " Cheyne-Stokes" Respiration during Anesthesia.
By CECIL HUGHES, M.B.
THE rhythmical type of breathing known as " Cheyne-Stokes " occurs in the later stages of various diseases of the brain, especially those involving an increase of intracranial pressure; in uraemia, arteriosclerosis, fatty degeneration of the heart, and some rarer conditions. Rhythmical variations in the strength of the respiratory movements also occur during sleep, hibernation, chloral narcosis, &c., but they are not so definite as in the Cheyne-Stokes cases.
Among the theories put forward in explanation the following 'may be briefly mentioned. According to Traube, Cheyne-Stokes respiration is due to a diiminution in irritability of the respiratory centre, which prevents it from responding to the normal physiological stimuli. When respiration stops, the blood becomes more and more venous, until finally it stimulates the respiratory centre, and breathing recommences. The blood now becomes aerated, the pathological stimulus to the centre is removed, and the patient again stops breathing. The repetition of this cycle of events produces the characteristic alternation of dyspnoea and apncea. Filehne, from a comparison of the respiratory and bloodpressure curves in animals, suggested a stimulation of the vasomotor centre. He believed that the accumulation of carbon. dioxide in the blood did not affect the respiratory centre readily, and that it is only after the venous blood has stimulated the vasomotor centre and so caused a constriction of the arteries leading to the brain that the respiratory centre is finally influenced by the small amount and poor quality of blood which it receives. The breathing then gradually deepens and the blood becomes better aerated. The vasomotor centre being no longer stimulated by venous blood, allows the arteries to dilate, and so a fresh supply of arterial blood to reach the respiratory centre. The latter is then no longer stimulated by an insufficient blood supply, and the animal stops breathing, thus completing the cycle. Rosenbach believed that an easily fatigued condition of the respiratory centre was the cause, and that it was not due to venous changes at all. Probably all cases are not of the same nature, or not accompanied by the same changes in blood-pressure. When due to increased cerebral pressure, it has been shown experimentally in animals that the arterial pressure periodically exceeds, and then falls below, the abnormally high cerebral pressure, owing to the occurrence of Traube-Hering blood-pressure waves. When the arterial blood-pressure exceeds the intracranial pressure, breathing takes place; when the intracranial pressure is the greater, breathing stops. According to Eyster this is probably the case in Cheyne-Stokes respiration in man, when increased intracranial pressure is present; but, when it occurs in cases of cardiac and renal disease it cannot be so, because dyspncea is then preceded by a fall of blood-pressure.
In the case which suggested this communication, Cheyne-Stokes respiration was maintained throughout the administration of an anees-thetic. The patient was a man, aged 52, suffering from miialignant disease of the larynx and upper end of the oesophagus. Tracheotomy had been performed a week previously to relieve respiration, and a tube inserted. The present operation was for gastrostomy. Anmesthesia was induced by chloroform dropped on to the lint placed over the tracheotomy opening. After two minutes, C.E. mixture was given instead of chloroform. In four minutes patient had small pupils, no conjunctival, but marked corneal, lid-reflex. There was no excitation, respiration was quiet, 16 to 18 per minute; pulse 68, regular and fairly good for patient's somewhat wasted condition. The abdomen had just been uncovered, preparatory to " cleaning up," when respiration stopped. The pupil was still contracted, and the corneal lid-reflex active, so one was not alarmed. In about thirty seconds respiration commenced again with a fairly deep and audible inspiration, and periods of apncea and respiration alternated from then onwards. Usually five to ten breaths were taken, followed by a pause of twenty to thirty seconds, and, in a few instances, from forty to forty-five seconds. The breathing did not begin and end in shallow or almost silent efforts, as in the majority of cases of this type of respiration apart from anesthesia, but were of good volume and quite audible, but more mnarkedly so at the middle of each period. The patient continued to breathe in this manner throughout the operation, which altogether lasted for forty-five minutes. He was lightly under the whole time, never losing the corneal lid-reflex, and of good colour. The abdominal muscles were relaxed, and there was no straining. Twice he gave a short cough, due apparently to a little mucus at the back of the pharynx. On stopping the administration respiration became quieter, the pauses between the breathing periods shorter, and by the time he left the theatre respiration was regular again.
This case is of interest, not only on account of its comparative rarity under anesthesia, especially in such a marked and persistent degree, but also in its bearing on the various theories that have been advanced. That it should occur under anesthesia seems to negative the likelihood of a stimulation of the respiratory centre being the cause, at any rate for such a length of time as forty-five minutes.
DISCUSSION.
Dr. G. A. H. BARTON said that he had himself seen at least half a dozen cases in which Cheyne-Stokes breathing took place during aneasthesia. It was a little alarming at first to see the patient's breathing stopping. In the case reported there was a brisk corneal reflex and contracted pupil so that there was not much room for anxiety. But sometimes Cheyne-Stokes breathing came on when these happy symptoms were not present. It would be useful to inquire whether there were any other means of certainly recognizing Cheyne-Stokes breathing ab initio. All Dr. Barton's cases occurred during chloroform or C.E. anaesthesia.
The PRESIDENT said that he had looked up the notes of all his cases for many years past and he had found references to six cases of Cheyne-Stokes breathing. With one exception they all occurred in old men whose chests were rigid, and more or less emphysematous, and whose arteries were thickened and sometimes tortuous. The exception was a man, aged 38, who was suffering from a cerebral tumour. Hewitt said that Cheyne-Stokes breathing was seen chiefly in elderly subjects whose chests were bad, and rarely or never seen in cases where the anesthetic administration was by the method of re-breathing. In the cases he (Dr. McCardie) noted chloroform, or a mixture of chloroform and ether, had been employed. Cheyne-Stokes breathing was due to a loss of controlling influences from upper nerve-centres. His half-dozen more or less typical cases were taken from records of 9,000 administrations for operations in general surgery. He had not seen Cheyne-Stokes respiration during ether or nitrous oxide antesthesia.
A New Form of Stopcock for Gas and Air Administration.
By FRANK COLEMAN, M.R.C.S., L.D.S.
FOR some years I have been trying to devise a stopcock which will allow definite proportions of nitrous oxide and air to be admitted to the inhaler. So far, a satisfactory apparatus has not been designed by means of which nitrous oxide and air can be given in definite quantities and the mixture varied at will; although, for many years, oxygen has been given in this way with nitrous oxide and the method found to be a very valuable one. All present forms of stopcock fail for the reason that, while nitrous oxide is passing from the bag to the inhaler across the stopcock, the pressure in the latter must necessarily be greater than that of the atmosphere, so that the partial opening of the stopcock, while allowing little, if any, air to enter, permits the escape of the contained nitrous oxide. It is only when the nitrous oxide is entirely shut off that air can be constantly admitted to the inhaler.
The first attempt to carry out the principle of supplying definite proportions of air with the gas was made by Mr. Carter Braine 1 in .Jourz. Brit. Dent. Assoc., 1895, xvi, p. 208. 
